Toxic epidermal necrolysis (TEN) is a rare disease in abso-
Introduction
Toxic epidermal necrolysis (TEN) is an acute, rapidly evolving mucocutaneous reaction, frequently associated with medication use characterized by extensive painful cutaneous and mucosal exfoliation, and systemic involvement that may be life-threatening (1) . Common triggers of TEN are antiepileptic drugs such as carbamazepine. Also, allopurinol is the most common cause of Stevens-Johnson syndrome (SJS)/TEN in Europe and Israel (2) . However, several drugs except the following drugs can be a cause of TEN (3) . One of them is cephalosporin, such as ceftriaxone. Moreover, SLE can present as SJS and TEN, too (4) (5) (6) . The mortality of TEN approximates 30%. Therefore, differential diagnosis about the cause of TEN is important in SLE patients. We experienced a case presenting TEN in a new diagnosed SLE patient after ceftriaxone administration.
Case Report
A 37 year-old female patient who had facial rash, febrile sense for 2 weeks was admitted to the emergency room. The patient was treated by local dermatologic clinic regarding facial rash using steroid ointment. There was no facial rash improvement; therefore, laboratory tests were checked. She was transferred to our hospital because the test showed elevated liver enzymes. At that time, blood pressure was within normal limit, but the pulse rate 119 bpm and body temperature 38.1 o C were increased. In past history, it was non-specific except herbal medication for 4 days before 2 weeks. Nothing unusual was found in familial history. Oral ulcer and mild abdominal tenderness without rebound tenderness were observed.
Complete blood count showed decreased white blood cell It shows skin pathology stained haematoxylin eosin. Epidermis separate from subepidermal layer (A, ×100). Several vacuolization were observed in subepidermal layer (B, ×400). Because total seperat-ion from dermalepidermal junction, it is difficult to observe the vacuolar alteration and solitary necrotic kerati-nocyte. However, it is not observed that moderate to dense periadnexal and perivascular lymphocyte infiltration consistent with SLE.
was also associated with injected conjunctivae and oral ulcers. varied from one author to the next (1). There have been arguments against systemic glucocorticoid treatment due to increased mortality related infection (13, 14) . On the other hand, some reports have shown effects of steroid pulse therapy, preventing ocular complication or not increased mortality (15) .
We administered prednisolone 1 mg/kg to control SLE activity not TEN. IVIG was prescribed by 50 g/day (1 g/kg/day). We considered ethnic distinctions to decide the dose. Otherwise, there are many immunomodulators to treat TEN, TNF antagonist, thalidomide, cyclophophamide, cyclosporine A, and etc.
Summary
Our patient recovered rapidly after IVIG treatment. We are following her for 6 months, and she takes HCQ before several months without adverse effects.
